A systematic approach for addressing the support needs of persons with mental retardation and related developmental disabilities is presented and a new scale to measure individual differences in support needs described. The process employed in developing the scale is explained, including the establishment of a typology of support areas that was drawn from a review of the professional literature, a validation process using Q-sort methodology, and a pilot field test. Critical issues and practical challenges associated with efforts to measure and address the support needs of individuals are discussed.
We are experiencing a change in the way people with mental retardation and closely related developmental disabilities are viewed and served. A ''supports paradigm'' has been gaining prominence in recent years, evolving from the philosophy of normalization (Nirje, 1970; Wolfensberger, 1972) , the community-based movement (Bruininks, Meyers, Sigford, & Lakin, 1981) , and the contemporary emphasis on quality of life (Schalock, 1996 (Schalock, , 1997 . The paradigm shift involves a movement away from a principal focus on individuals' deficits to one concerned primarily with self-determination and inclusion. The major focus is on the question, What supports are needed to help people participate in their community, assume valued social roles, and experience greater satisfaction and fulfillment? We propose that supports be defined as resources and strategies that promote the interests and welfare of individuals and that result in enhanced personal independence and productivity, greater participation in an interdependent society, increased community integration, and/or an improved quality of life. Although still emerging, the supports paradigm is gaining acceptance across disciplines, including education, health care, and social services/habilitation (Schalock, 2001) .
Despite its conceptual appeal, the transition to a supports paradigm presents a number of clear challenges. First, people with disabilities, as consumers of supports, must be described on the basis of their personal needs and aspirations. Such a description would supplement, or perhaps supplant, an orientation that is focused on deficits; such a reconceptualization requires the development of new systems of classification. Second, the traditional focus on supports that addresses basic personal care and maintenance must be expanded to include the enhancement of personal development, empowerment, inclusion, and valued social roles. Systems of support implementation, in order to meet these challenges, need to be designed to assess a wide range of support needs, be person-centered, be sufficiently flexible to accommodate substantial variation in individual priorities, and provide a means to regularly evaluate each individual's changes in status and needs over time.
In this article we describe a four-component approach for determining support needs and developing plans that meet these needs. The four components are depicted in Figure 1 and involve (a) identifying a person's desired life experiences and goals, (b) determining an individual's intensity of support needs across a wide range of environments and activities, (c) developing an individualized support plan, and (d) monitoring outcomes and assessing the effectiveness of the plan. We also describe how a new scale was developed to measure the intensity of an individual's support needs. Each phase of the scale's development are presented, including findings from an initial field test. The four-component approach and the development of the scale were based on five assumptions about the nature of support needs of persons with mental retardation and related developmental disabilities. Each assumption is discussed below.
Five Assumptions Regarding the Nature of Support Needs

Assumption 1: Types of Support Must be Tailored to Individual Needs and Preferences
According to the American Association on Mental Retardation's (AAMR's) Definition, Classification, and Systems of Supports (Luckasson et al., 1992) , mental retardation is a product of interactions between a person's skills and the nature and demands of the person's environment. Thus, mental retardation is typically reflected in a poor fit between what a person can do without any extraordinary assistance or support and what the environment expects. Because there is considerable variance among the demands in different environments, the levels of personal competence across individuals, and the goals and desires of different individuals, it is unlikely that any two people will have the exact same support needs or require the same support plan. Truly personalized support plans and practices will match the provision of different types of supports to individual needs and circumstances.
Assumption 2: The Provision of Support Must be Flexible
People's support needs are dynamic (i.e., they change across settings, across situations, and over time). Therefore, a support assessment, planning, and provision process should identify an array of supports that is sufficiently flexible to respond to changing circumstances. In addition, periodic reevaluations are needed to review an individual's current supports and determine whether the supports are meeting the person's needs. It is also important to identify circumstances that might call for short-term intensive supports in hopes of reducing the need for long-term supports. For example, buying an electric wheelchair and teaching someone how to operate it is an intensive support that could reduce future needs in regard to personal mobility. In much the same way, providing education to young children at risk for developmental delays is an intensive support that might lead to prevention of the need for any extraordinary support later in life.
Assumption 3: Some Supports Are More Important to Individuals Than Others
A support needs assessment and planning process must allow for the prioritization of support needs. Because many supports consume resources and because the financial resources to fund supports will always be finite, there is a great need to distinguish between supports that are priorities and those that are relatively less critical. Factors guiding the prioritization of support needs include the individual preferences of the person who is being supported and consideration of primary human needs that society is expected to provide for all citizens (e.g., safety, shelter, nourishment). The individual with the disability and his or her family should make final decisions regarding support priorities.
Assumption 4: Systematic Assessments of Support Needs Should Guide the Development and Revision of Individualized Support Plans
A support needs assessment process should produce information that maximizes awareness among planning team members as to what an individual wants in his or her life in both present and future contexts. This should promote creative problemsolving among planning team members to identify, structure, and coordinate supports. A support plan should emerge that, at a minimum, identifies (a) different sources of support that can either garner and/or directly provide the assistance the individual needs, (b) the purposes or functions of each type of support to be provided, and (c) the intensity of the support provision to most effectively meet the individual's needs.
Assumption 5: The Assessment of Support Needs Must Consider Multiple Factors
As noted by Luckasson et al. (1992) , failure to consider factors related to an individual's cultural, ethnic, linguistic, and economic background or communication and behavioral characteristics might seriously compromise or invalidate the process of developing a support plan. When assessing needs, support teams must be sensitive to and respectful of differences in values, expectations, and beliefs that influence the lives of all people. Including family and friends as members of the team can ensure that cultural and other factors are being considered in the process of support plan development. In addition, using multiple methods of obtaining information, such as informal interviews and direct observation, will increase the likelihood that the perspectives of all interested parties are included when identifying an individual's support needs.
A Four-Component Approach to Support Needs Assessment and Planning
Addressing the support needs of persons with disabilities requires a systematic analysis of what they want to do (e.g., interests, preferences) in their daily lives and the types of assistance they need to participate in the settings and activities they desire. Such assistance includes both extraordinary assistance that most other people in society do not require and typical assistance that many people in society need on a regular basis. Based on this needs analysis, a plan for providing individualized supports across a wide range of environments can be developed, implemented, and evaluated. We propose a four-component approach (Figure 1 ) to guide the support needs assessment and planning process. Each component is described below.
Component 1: Identify Desirable Life Experiences and Goals
A person-centered planning process is recommended for determining how a person's current life experiences conform to or differ from his or her desired life experiences and goals. A variety of different person-centered planning processes have been described (e.g., Butterworth et al., 1993; Malloy, Cheney, Hagner, Cormier, & Bernstein, 1998; Mount & Zwernik, 1988; O'Brien & Lovett, 1993; Smull & Harrison, 1992; Vandercook, York, & Forest, 1989) . A common theme is focusing on the development of ''a vision of the life-style the individual would like to have, and the goals needed to achieve it, that is unrestricted by current resources or services'' (Butterworth, Steere, & WhitneyThomas, 1997, p. 7) . Ideally, an outcome of personcentered planning is the identification of daily experiences and daily settings/environmental conditions that provide an individual with an improved quality of life.
An interview will typically provide the best means to identify the areas of support that are most important for an individual. The principles and techniques of ''person-centered planning'' should guide this interview process as well as subsequent team-planning activities. Through conversations with the person, and in many cases the individual's advocates, those areas of the person's life can be identified in which change is desired. In situations where the interview reveals that an individual does not desire any changes in his or her life (i.e., ''everything is fine''), it is still important to understand what supports are needed to maintain these conditions and experiences. Types of supports that the individual may want to increase or decrease include natural supports (i.e., sources of support that are naturally present in settings and activities, such as family, coworkers, neighbors, or other community members), generic supports (i.e., supports used by people without disabilities, such as public transportation), supports provided by disability services organizations (i.e., formal services that involve paid staff), and technological supports (i.e., assistive technologies).
A standardized and highly structured interview would not have sufficient flexibility to tap the key information sought at this stage. Individual differences are simply too great to permit a rigid structure to be both valid and practical, given that the emphasis is on discovering what each individual uniquely values. Nevertheless, some general uniformity needs to be maintained, and guidelines for the initial interview are as follows:
1. A conversational style should be used versus a standardized structured interview. 2. Key content areas need to be addressed during this interview (see sample questions in Table 1 son's preferences are not clear, consult with a family member or caregiver. 9. Have the individual, family members, and/or caregivers identify any significant health or safety issues.
The purpose of the initial interview is to identify the areas of special importance to the person with developmental disabilities. Some suggested questions for the interview are provided in Table 1 . The first two questions are ''big picture'' questions that provide overall direction to the support planning process. The remaining questions are related to eight support areas (how these support areas were selected is discussed later in this article).
Some major themes likely will emerge from this discussion with the individual and his or her representatives. Even if there are significant limitations in verbal communication skills, an analysis of preferences and dislikes can often suggest important accommodations to make in the person's environment. It is also essential to understand the person's current level of functioning, strengths and talents, as well as any potential barriers to achieving desired changes. Health status, as well as behavioral and cognitive skills, must be taken into account.
A person's lack of experience in expressing choices or lack of opportunity to participate in a variety of community-based and other activities may limit his or her ability to state personal goals or make informed choices. Obviously, informed choices can only be made when an individual is aware of the options available. Nevertheless, the information gleaned from this initial interview should help determine priority areas that need to be addressed by the team that develops the support plan (i.e., Component 3). This planning group's primary task is to identify the necessary supports required to enable the person to achieve his or her stated goals to the maximum degree possible.
It is important that a person specifically trained to conduct person-centered planning facilitates this process. Because person-centered planning has achieved a grass-roots level of acceptance in recent years, it is likely that there is a great degree of variance in the way in which the approach is implemented. Training as a facilitator in one of the recognized approaches to person-centered planning helps ensure that the process is being used appropriately. In addition, it is critical to have the person who is actively participating in the process not be an employee of the organization that provides supports/services to the consumer. This addresses an inherent conflict of interest of all provider agency employees, who may be inclined to offer supports and services provided by their organization rather than utilize other appropriate supports and services to meet the individualized needs of the consumer.
Finally, although the content of the questions listed in Table 1 is important, it is most vital to discern the meaning behind the answers. For example, a consumer with a significant degree of cognitive and physical disabilities may respond that he wants to be a police officer. Although some other members participating in the planning session may view that as unrealistic, there might be some activities that the consumer associates with this goal that could be both satisfying and achievable. In this actual case, the consumer was eager to spend more time riding in a car in his neighborhood, a goal that was feasible, even though employment as a police officer was not. Although this example is a simple one, the point that it illustrates is essential. Interviewers must probe to be sure that the consumer's true intent is discovered.
Component 2: Determine the Intensity of Support Needs
The Supports Intensity Scale-SIS (Thompson et al., 2002 ) is a multidimensional measure designed to determine the intensity of an adult's support needs. The instrument was designed to assess support needs, determine the intensity of needed supports, monitor progress, and evaluate outcomes. Moreover, SIS results can be useful for projecting support costs and justifying access to certain types of funded services/programs (e.g., supported employment, supported living). The SIS, which is in its second stage of field development, assesses support needs according to:
• Eight support areas: home living, community living, education/training, employment, health and safety, behavioral, social, and protection and advocacy • Four medical areas: respiratory care, feeding assistance, skin care, and ''other exceptional medical needs'' • Four challenging behavior areas: externally directed destructiveness, self-directed destructiveness, sexual problem behavior, and ''other challenging behaviors''
The SIS contains three separate 4-point Likert rating scales that allow users to evaluate the frequency and duration of daily support, as well as the type of support, for each specific item within the eight life areas (the selection of these areas is discussed later). It also enables the assessment of none to critical support needs in the medical and challenging behavior areas. The SIS is based on (a) a literature review of support functions to identify potential indicators of support, (b) an aggregation of potential support indicators into the support areas referenced above by a group of education and habilitation professionals, (c) an initial field test to determine the appropriateness of scale items and structure, and (d) an extensive field test on a large sample to determine reliability and validity (currently in progress). An expanded description of each of these activities is provided later in this article.
Although we are not aware of any other instruments that are comparable to the SIS in regard to scope or format, any psychometrically sound scale that includes measures of support needs could be used within the planning process that is outlined in Figure 1 . It is also important to note that the SIS is appropriate to use anytime there is a need to assess an individual adult's support needs. Therefore, it can be used independently of the four-component approach for addressing the support needs that is described in this article.
Component 3: Develop the Individualized Support Plan (ISP)
The evaluation of frequency, duration, type, and sources of supports needed for each of the eight support areas included in the scale will result in a support needs profile. This profile, in conjunction with information gleaned from Component 1 (the person-centered interview), will guide planning teams in developing an ISP that specifies what, when, where, how, and by whom supports will be provided. The purpose of an ISP is to enable an individual to have life experiences and goals that mirror his or her desired life experiences and goals as closely as possible. Moreover, an effective ISP should improve coordination and management of supports and should maximize available resources, while minimizing the chances of a person receiving supports that are ineffective, unwanted, fragmented, redundant, or otherwise unnecessary.
A planning team needs to take information from the person-centered planning and supports intensity determination components to prioritize preferences in regard to life experiences and goals. During the process of developing an ISP, the planning team may need to make compromises between what is ideal and what is realistically achievable. Although it is true that many persons with mental retardation and closely related developmental disabilities have had opportunities denied because someone in power decided a certain goal was unrealistic, it can be irresponsible to suggest that persons with disabilities should receive whatever supports they want to obtain whatever life experiences and goals they desire. None of us can do everything we want to do, and it is up to the planning team to specify priorities (perhaps even nonnegotiable priorities) and make the most out of what resources are available to support the individual. This is where a skilled facilitator can help guide the consumer and his or her team to develop a plan that addresses the consumer's true goals. When this effort is appropriately undertaken, processes will be initiated that lead to an ''optimistically realistic'' plan.
An ISP is ready for implementation when the planning team has specified (a) the settings where the person is most likely to be as well as the activities in which the individual will participate during a typical week and (b) the types of supports that will be provided and who (or what technology) will be providing the support. A plan should identify the type and intensity of support that will be provided throughout each day of a typical week. In addition, a good support plan will be designed to accommodate occasions when an individual has an atypical schedule, such as when he or she has an illness or is on vacation.
Component 4: Monitor Progress
Component 4 is focused on the differences between the outcomes of the support planning process that were expected and the actual outcomes, including those that were unanticipated. The process will prompt planning teams to identify obstacles and barriers to achieving desired outcomes and select strategies that can address these in the future. As is shown by the arrow in Figure 1 , support assessment and planning is cyclical, in that monitoring may lead to a return to Component 1 (reexamining desired life experiences and goals) and/or Component 2 (assessing intensity of support needs).
Supports Intensity Scale
The Supports Intensity Scale-SIS (Thompson et al., 2002) was developed through a multiphase process that included a thorough review of the relevant literature, the use of Q-sort methodology to determine the appropriate categorization of support indicators in support areas, and a pilot test of an initial version of the scale.
Phase 1: Literature Review
Twelve initial support areas (i.e., home living, community living, schooling and education, employment, health and safety, behavioral, social, financial, personal care, self-advocacy, technological, and family) were derived from a review of the professional literature regarding support functions and quality of life. Candidate indicators of support were identified from the relevant literature by searching (a) major electronic databases (e.g., ERIC, Psychlit); (b) published assessments of adaptive behavior (e.g., Inventory for Client and Agency Planning-ICAP, Adaptive Behavior Scale-ABS), (c) relevant texts and recent review articles, and (d) unpublished government reports related to service provision. A total of 33 descriptors (e.g., supported employment, social supports, supported living) were used alone or in combination. These search efforts resulted in the identification of 130 potential indicators of support needs (e.g., shopping and purchasing goods, participating in educational decisions, socializing within and outside the family) drawn from approximately 1,500 sources.
Phase 2: Q-sort
We sought expert opinion to establish the content validity and eventual grouping of the 130 candidate support indicators using Q-sort methodology (McKeown & Thomas, 1988) . In this second component, 74 professionals currently working in the field of developmental disabilities were asked to categorize the indicators according to the 12 support areas that had emerged from the literature review. The following instructions were given to each respondent:
This Q-sort asks you to aggregate each support indicator into one of twelve support areas where the support indicator will logically have its maximum impact. For example, ''housekeeping supports'' would most logically impact ''home living'' the most. Please complete your rating based on the following directions: 1. For each support indicator, please place a ''1'' in the support area column for which the respective support indicator will have its maximum and/or most logical impact. 2. If you feel that the respective support indicator would also have a secondary effect on a specific support area (that is, less than a maximum effect, but still an effect), place a ''2'' in that support area column. 3. If a support indicator has no relation to any of the support areas, please leave the row blank. 4. Based on your experiences, please feel free to add additional support indicators to our list and indicate (with a ''1'' or ''2'') which support area the suggested support indicator would impact.
Fifty responses were returned from individuals employed by universities, state governments, or provider agencies (68% response rate). We arbitrarily established two criteria for retention: 80% of the raters had to rate the item and the item had to have a mean rating of 1.1 or less. A sufficient number of items were retained to justify maintaining 8 of the 12 initial support areas (personal care, technological, family, and financial were dropped as distinct areas of support). In addition, 2 support areas were renamed (self-advocacy was renamed protection and advocacy; schooling and education was renamed education and training). The eight support areas and corresponding support indicators that were retained then were incorporated into a pilot version of a supports needs assessment scale. The resulting SIS was developed to measure support needs within each area. Further, the instrument includes sections concerning critical medical and behavioral support needs. These sections were added because certain medical conditions and challenging behaviors dictate that an individual will require maximum levels of support, regardless of his or her relative intensity of support needs in other life areas. For example, consumers who have significant support needs in terms of respiratory care can need maximum support in their daily life, regardless of their needs in the areas of home living, community living, and so forth.
Phase 3: Pilot Field Test
Participants. Forty-six raters from nine sites (New York, NY, n ϭ 10; Morganton, NC, n ϭ 13; Sioux Falls, SD, n ϭ 38; Brookings, SD, n ϭ 5; Bryan, TX, n ϭ 5; Dallas, TX, n ϭ 5; Temple, TX, n ϭ 2; Casper, WY, n ϭ 8; and Thermopolis, WY, n ϭ 7) participated. Each rater completed the SIS on at least one individual with whom he or she worked. A total of 93 individuals with mental retardation or related developmental disabilities comprised the convenience sample for the pilot field test. The demographic characteristics of the raters and those who were rated are found in Table 2 . As can be seen, the raters were predominately female European Americans with bachelor's degrees and several years of experience. Those rated were a diverse group, with good representation across such characteristics as ethnic groups, intelligence levels, and employment status.
Method. The authors sent letters to colleagues who work with adults who have mental retardation and asked them to identify professionals in their area who might be willing to help field test the instrument. Based on the referrals, 46 professionals agreed to complete the SIS on people with mental retardation with whom they worked. Each rater was sent a letter of introduction, an examiner's manual, multiple copies of the scale, and a postage-paid return envelope. Raters were asked to select adults from their caseload who represented a diverse range of skills. They were also asked to provide anecdotal comments on each item's wording, intent, and value with regards to support needs assessment.
When the completed protocols were received, data were entered and item analyses were conducted by generating internal consistency coefficients (alpha) and item-total coefficients for each of the SIS subscales. Pearson product-moment coefficients of correlation were calculated to explore the concurrent and construct validity of the scale. All data were analyzed using SPSS.
Before running the data analyses, we computed Pearson product-moment coefficients of correlation to determine whether each SIS subscale score was related to the age and gender of the people who were rated. In all instances, coefficients were less than .2, demonstrating negligible association with both variables. Therefore, neither age nor gender were included as variables in subsequent analyses.
Results. Results of the item analysis are depicted in Table 3 . Internal consistency coefficients were extremely high and exceeded .90 in all instances. Several authorities have cited .90 as the acceptable level for demonstrating adequate reliability for assessment scales (e.g., Aiken, 2000; Anastasi & Urbina, 1997; Nunnally & Bernstein, 1994; Salvia & Ysseldyke, 1998) , so the SIS subscales far exceed this criterion. Also shown in Table 3 are indices of item, and therefore content, validity (Guilford & Fruchter, 1978) , depicted as median discriminating powers for the items composing each subscale. Ebel (1972) and Pyrczak (1973) suggested that discrimination indexes of .35 or higher are acceptable, whereas Anastasi and Urbina (1997) and Garrett (1965) suggested that indexes as low as .20 are acceptable under some circumstances. We selected the more conservative value of .35 as our criterion for acceptability. Table 3 reveals that all median coefficients exceeded this value, demonstrating the content validity of the items that compose each SIS subscale. The median ratings for each subscale are also shown in Table 3 . Anastasi and Urbina (1997) reported that average scores should be in the midrange of possible responses, with a fairly wide dispersion, to demonstrate item variance. Given that the values range from 1 to 4 for most items, the ratings in the 2-point range that appear in Table 3 would seem to somewhat satisfy the criterion.
Criterion-related validity was explored next. This type of validity is examined by correlating results from a new scale with results measuring performance from an existing measure or individuals' estimates of abilities on the construct of interest (Hamill, Brown, & Bryant, 1992; Salvia & Ysseldyke, 1998) , in this case support needs. To explore the criterion-related validity of the SIS subscales, we asked each rater to estimate on a 5-point Likert scale the overall support needs of the person being rated in each of the eight support areas defining the SIS subscales. This estimate was made prior to the scale items being completed. The estimates were correlated with the total score of each subscale (i.e., Home Living, with estimated support needs in Home Living; Social, with estimated support needs in Social, and so on); the results are reported in Table 4 . As can be seen, all but one of the resulting coefficients exceeded .35, the minimum value suggested by Hamill et al. as demonstrating acceptable criterion-related and construct validity. Thus, evidence for the criterion-related validity of all SIS scores except Protection and Advocacy was secured.
Finally, construct validity of the SIS scores was examined in two ways. First, each subscale was intercorrelated with the other subscales to determine the extent to which the subscales measure the same construct, support needs. If the subscales do indeed measure the same overall construct, one would expect the coefficients to be in the moderate to very high range, or about .4 to .9 (MacEachron, 1982) . Perusal of Table 5 shows the coefficients to range from .45 to .87, with a median coefficient of .715.
Reexamining Table 4 provides further exploration of the construct validity of the SIS subscales. Here, several coefficients depict the relationship between the subscales and the raters' estimates of support needs in the other areas. The results indicate that six of seven coefficients met or exceeded .35 for Home Living. The remaining subscales have the following acceptable rates: Community Living, seven of seven; Education and Training, seven of seven; Employment, four of seven; Health and Safety, six of seven; Behavioral, five of seven; Social, seven of seven; and Protection and Advocacy, six of seven. According to Hamill et al. (1992) , if half of the coefficients reach .35 in magnitude, evidence of construct validity is demonstrated. This criterion was achieved for the SIS subscales.
The second examination of construct validity was conducted by comparing SIS subscale scores with scores from the ICAP (Bruininks, Hill, Weatherman, & Woodcock, 1986) , a popular adaptive behavior scale. Fifty-seven people who were rated on the SIS had also been rated using the ICAP. Because the ICAP is an adaptive behavior scale and the SIS is not, results from the latter should correlate less with the ICAP than another measure of support needs (i.e., rater estimates of support needs). Thus, in some instances, we would expect the ICAP adaptive behavior scores and the SIS scores to intercorrelate in the moderate range (about .4 to .6). In regard to the Maladaptive Indexes of the ICAP, we would expect negligible coefficients (i.e., Ͻ .2) or coefficients that are not significant at the .05 level. This is consistent with the relationship between adaptive behavior and maladaptive behavior as indicated in various test manuals (e.g., AAMR Adaptive Behavior Scales, Residential and Community Edition, 2nd edition, Nihira, Leland, & Lambert, 1993) . Table 6 summarizes the relationships among the SIS and ICAP subscales. The results are equivocal, possibly because the nature of the relationship between adaptive behavior and support needs requires further examination before concrete hypotheses can be generated. For Home Living, all six coefficients with adaptive behavior exceed .35, and all four coefficients with maladaptive behavior are not significant at the .05 level of confidence. Community Living and Health and Safety have similar findings, with five of six and four of four coefficients appearing as hypothesized for adaptive and maladaptive behaviors, respectively. However, for Education and Training, Employment, and Protection and Advocacy, the relationship to the ICAP adaptive behavior scores are either one of six or two of six meeting criterion for acceptability, indicating a weak relationship to adaptive behavior (although the maladaptive coefficients were as hypothesized). The Behavioral and Social SIS subscales also do not meet criterion, with one of six and two of six coefficients below .35, respectively. Also, the Behavioral and Social SIS subscales, respectively, have one and two of four coefficients depicting relationships above .35 with the maladaptive scales, which provide somewhat equivocal findings.
Discussion. When one considers all of the data exploring the construct validity of the subscales (i.e., subscale intercorrelations, correlations with rater estimates of support needs in other content areas, and the relationship with SIS scores), the results seem to provide considerable evidence of the construct validity of the SIS. Clearly, however, more research is needed.
To summarize, the item analyses support the reliability and content validity of the SIS subscales, verifying the appropriateness of the process of selecting items based on comprehensive literature review followed by a Q-Sort by experts in the field of mental retardation. Criterion-related validity was examined by comparing SIS scores to ratings by professionals of their clients' support needs in the eight areas assessed by the SIS subscales. The findings provide support for the criterion-related validity of seven of the eight subscales. Finally, SIS scores were examined by looking at the subscales' intercorrelations, the intercorrelation of the subscales with estimates of support needs in different content areas, and comparisons of SIS scores with the ICAP. Converging evidence for the construct validity of the SIS was evident, providing strong justification for the continued development of the instrument.
Proposed Uses of a Systematic Approach to Support Needs Assessment and Planning
Information generated from the four-component assessment and planning process can be used for a number of purposes. In this section we suggest that three primary uses will involve (a) determining ISPs, (b) identifying persons based on their intensity of needed supports, and (c) developing objective and equitable approaches to funding supports for persons with disabilities.
Individualized Support Plans
As indicated earlier, a planning team will consider an individual's personal goals and preferences as well as the nature and intensity of support needs in developing the ISP. In addition, the team must consider all of the sources of support that are available to the individual and the settings in which supports will be provided. Once an ISP is devel-oped, the planning team must ensure that it is implemented with fidelity and as intended throughout an individual's day and throughout the year. A detailed and comprehensive ISP will specify who will be responsible for providing what type of support, and where and when the support will be provided (e.g., an ISP may identify a coworker to help an individual with limited vision choose lunch items in the cafeteria at work during lunch breaks).
Collaboration and communication among support providers and the planning team is critical to ensure that all supports are, to the greatest extent possible, provided as specified in the ISP without duplication or interruption. For example, if a family member typically drives an individual to school or work, but the family member is for any reason unavailable, the planning team must identify an effective alternative. Ongoing monitoring is critical to evaluate the extent to which the ISP is being implemented effectively as well as to determine (a) the individual's satisfaction with support received and (b) areas of support requiring modification and accommodation.
Identifying an Individual's Support Needs Level
The AAMR's 1992 definition of mental retardation and its proposed supports intensity-based classification system (Luckasson et al., 1992) highlighted the issue of measuring support needs within the field of mental retardation and closely related development disabilities. MacMillan, Gresham, and Siperstein (1993) expressed concern that the absence of instruments to measure the intensity of support needs made such a classification system ''less precise and less reliable'' than traditional alternatives that focused on the extent of a person's limitations/deficits. Vig and Jedrysek (1996) questioned how a support needs classification system could be relevant to young children. They pointed out that all young children ''need maximum adult support in all aspects of their lives because of their young age. Attempting to specify support functions or kinds and intensities of supports for this age group is apt to be subjective or artificial'' (p. 246). Luckasson, Schalock, Snell, and Spitalnik (1996) responded to Vig and Jedrysek by asserting that assessment for young children with mental retardation should center on identifying the types and intensity of supports that families of the children need. They concluded that a support need orientation was especially relevant and useful for this age group.
Although the discourse on the merits of implementing a classification system based on support needs has been enlightening, there is a danger that a false dichotomy may emerge, pitting the measurement of personal support needs against the measurement of personal competence (i.e., an individual's relative strengths and weaknesses in areas traditionally associated with intelligence and adaptive behavior). Support needs and personal competence are related but distinct constructs, and both need to be adequately assessed.
It is important to note that efforts to measure support needs are in their infancy and that there is currently no process that has gained wide acceptance. However, despite a much longer history, procedures to measure personal competence are certainly less than perfect. In terms of identifying and classifying individuals in regard to personal competence, there are considerable differences in diagnostic and classification practices across states and over time (Butterworth, Gilmore, Kiernan, & Schalock, 1999; Denning, Chamberlain, & Polloway, 2000; Frankenberger & Fronzaglio, 1991; MacMillan, Gresham, Siperstein, & Bocian, 1996) . Moreover, for over 20 years, Greenspan and others have argued convincingly that components of personal competence associated with social intelligence have been overlooked during the assessment process (Greenspan, 1979; Greenspan & Driscoll, 1997; Greenspan & Granfield, 1992) .
Whether people should be identified and/or classified by level of support needs or by level of personal competence should not mask the need to assess both areas, nor should it divert attention from the importance of developing reliable and valid assessment instruments to measure both areas. The SIS appears to have the potential to identify people's support needs within specific areas as well as on the basis of a summative score.
Data-Based Approach to Funding Supports
There are many factors that influence how much funding is provided to an individual for the purpose of purchasing supports (e.g., disability profile and actual needs, strength of advocacy network, service program models, geographic location, diagnostic label and classification, residential setting). One use of the four-component approach for assessing support needs that has been described in this article is to provide objective information regarding individual support needs and strengthen the weight given to this information in the process of allocat-ing public funds. With everything else being equal, people with more significant support needs will require more resources (including funding) in order to participate in home and community life. Although decisions regarding funding formulas must always be made thoughtfully and will always be influenced by a multitude of considerations, a system for objectively identifying and measuring support needs should be among the major priorities of those who strive to achieve an equitable system for distributing public funds.
Although a support needs scale such as the SIS has the potential to provide helpful information in regard to broad decisions about the composition of funding formulas, data from an assessment scale is not going to be sufficient for resolving all budget dilemmas. As stated previously, the individual with the disability, his or her family, and other members of the support team must be prepared to make choices regarding support priorities in a world of finite resources. Information from a person-centered planning process (i.e., Component 1) should be helpful in deciding how funds are spent in individual cases.
Issues and Challenges Associated With Support Needs Assessment and Planning
Any new approach to measuring support needs and planning personalized support programs will raise significant issues and encounter challenges. These should be anticipated and addressed whenever possible to increase the likelihood of broad acceptance, adoption, and utilization. Several of these major concerns have been considered in developing the approach described in this article.
The first concern has to do with the breadth of acceptance. As of yet, no specific procedures for systematically identifying the support needs of individuals with disabilities have gained widespread acceptance. The lack of a clearly defined procedure to measure support needs may be a major reason why the AAMR's 1992 definition and classification system has not been implemented universally (Polloway, Chamberlain, Denning, Smith, & Smith, 1999) . The adoption of recommendations by existing organizations and authorities is essentially discretionary. Therefore, it is important that proposals are structured to be appealing, both practically and intuitively, to as broad a community of potential users as possible. Otherwise, the proposed approach will have a narrow constituency and minimal impact on practice.
A proposed approach to assessing individual support needs must be manageable in scope if it is going to be widely adopted. Support need assessments must be concise enough to be completed in an acceptable amount of time. Moreover, they must be simple enough to permit participation by individual consumers or people with significant firsthand familiarity with the consumer's priorities. Also, assessments must entail acceptable costs.
Information collected through a support needs assessment process should capture the full range of individual needs within the population of persons with mental retardation and related developmental disabilities. Assessment scales should have adequate reliability and validity and should be sufficiently objective and representative to permit meaningful comparisons among individuals and across time within individuals.
These considerations all require that an assessment process provide sufficient structure and uniformity to permit ISPs to be developed in an objective, even-handed, dynamic, and realistic way. The situation for each consumer will be unique with respect to individual priorities and environmental settings. Further, each provider agency may have established procedures that are not readily compatible with a new approach to evaluation. Therefore, sufficient flexibility must be incorporated into the design of the assessment process to permit each support plan to be tailored to the unique needs of each individual within their particular support network.
On the other hand, a support needs assessment process should acknowledge practical constraints that are currently imposed, either by lack of support availability or the limits of consumer abilities. However, these limitations need not be permanent barriers, and a good approach to measuring needs and planning personalized support programs will encourage both the expansion of services and growth of consumer capabilities. Although a successful approach needs to address current circumstances effectively, it must also stimulate enhancements in supports availability to broaden access to best practices.
Obviously, a fine balance will need to be achieved in order to deal with these concerns successfully, and whether this has been achieved in the current case will be a matter for the future record to decide. Considering these concerns, we have tried to maximize the chances for broad implementation of the proposed approach for determining individual needs and designing programs of supports that are most likely to be consistent with consumer priorities. Ultimately, our goal is to facilitate the provision of supports that will have the greatest positive impact on each individual's quality of life, and we believe that the approach described in this article will provide a significant step in that direction.
